A questionnaire survey of the attitudes of the ANZICS membership (Australia and New Zealand Intensive Care Society) was carried out in 1992. ANZICS is the professional medical society for intensivists working in New Zealand and Australia. Membership includes those in full-time practice and training, many anaesthetists and physicians (internists) who work part-time or on call in intensive care and some no longer in any intensive care practice. The survey list was compiled from the ANZICS membership list as well as from the College of Anaesthetists list of Directors of Anaesthesia and of Intensive Care. Directors were asked to pass on survey forms to non-ANZICS members such as new trainees. The number of individuals directly addressed was 355.
For the purposes of this paper all medical practitioners scheduled on duty in an Intensive Care Unit (ICU) and whose practice in the ICU, however limited, might include the care of brain-dead patients, are referred to as intensivists.
MATERIALS AND METHODS

The Questionnaire
The questionnaire included a personal letter explaining the objectives and requesting participation. Each consisted of a personal details section, personal attitudes, professional attitudes, and unit/hospital practice and policy.
The personal details section consisted of 19 questions and included name, sex, age, and religion. Respondents were invited to include those details, as preferred. It also included experience, past and present, the nature of present intensive care work, and the hospital represented. The section on personal attitudes consisted of 17 questions and covered attitudes towards brain death, organ donation, transplantation and post mortem examination as might apply to themselves and their own family, and decisions already made. There were 12 questions about own professional attitudes and practice, covering brain death confirmation practice, request for organ donation, and stresses or burdens this might impose. The Unit/Hospital policy and practice dealt with confirmation of brain death, resuscitation, and request for organ donation as is practised in the unit in which the respondent worked. There were 17 questions.
Statistical Analysis
A standard statistics package (SPSS/PC + ) was used for all analyses. To test for differences between groups, Student's t-test was used for parametric data such as age or years spent in ICV practice. Non-parametric data (the bulk of this study) was analysed using nonparametric tests, the Mann-Whitney V test, or the Chisquare test. A two-tailed P value of less than 0.05 was considered significant for all tests.
RESVLTS
Two hundred and ninety-three replies were received, 244 from Australia and 41 from New Zealand, for a return rate of 82.511,10. Twenty-eight were from practitioners no longer working in any capacity in ICV but whose personal attitudes are included in that section as they still represent mainstream attitudes. Eighteen were unnamed, anatomical sex omitted from one, hospital from six, and State/Country from eight. H was possible to identify 112 hospitals with eight replies unidentified. For distribution by Country/State see Table 1 . 92  82  37  Victoria  58  55  21  New Zealand  41  39  17  Queensland  36  35  18  Western Australia  25  22  5  South Australia  24  19  6  Australian Capital  Territory  4  3  3  Tasmania  3  2  3  Northern Territory  2  2  2  Not identified  8  6  8 The average age was 42.1 years; 32 females and 260 males; with an average ICV experience of 11.8 years. One hundred and ninety-seven had worked full-time in ICV at some time, although this number would include those with junior registrar experience only. From specialty qualifications listed, 198 had anaesthesia-based training, 72 adult medicine, 16 paediatrics, two emergency medicine, and one with surgical training.
Ninety-four responded that they spent 100% of their time in full-time ICV practice and 56 more than 5011,10 of time in ICV for a total of 160 with a substantial time involvement in ICV. One hundred and fifteen spent less than 5011,10 time in ICV and 28 none at all. These figures correlate well with data derived from official titles. See Table 2 . Two hundred and sixty-one worked all or mostly in public hospitals, with only four in all private hospital practice. Practice was in general ICV in 268, seven in cardiothoracic ICV only. For distribution see Table 3 . One hundred and sixty-six worked in hospitals with less than 500 beds and 124 in larger hospitals.
Altogether, 112 hospitals could be identified. The remaining replies had omitted the hospital name and could not be used for interhospital comparisons. For hospital beds and population density serviced see Tables 4 and 5 . 
Personal Attitudes
For this section the full 293 responses were analysed. Two hundred and eighty-five were comfortable with the idea of brain death and for those methods of confirmation to be applied to their own family. Two hundred and eighty-three agreed with transplantation in general. Two hundred and sixty-eight (93.7070 of 286) would accept a transplant for themselves, and 282 would agree for a dependent. Two hundred and twelve (73.3070 of 289) had actually discussed organ donation with their next-of-kin, and 236 (81070 of 291) believed that their next-of-kin would know their wishes. One hundred and sixty-four of 260 had signed their driver's licence, and 79 a donor card. Some replies recorded that the opportunity to note their wishes had not been available at the time their licences were issued. Allowing for overlap, 171 had written permission for their organs to be donated (58.4070). Two hundred and sixty-nine of 287 (93.7070) would agree to organ donation from a dependent, many commenting, however, that they would still be taking into account the wishes of the dependent and that of their partner. Twenty-three would not donate some of their own organs, and a similar number would refuse some of their own dependent's organs-as expected, 15 and 14 respectively would refuse corneas, three and four the heart respectively. Two hundred and twenty-eight of 282 (80.85070) would agree to post mortem examination on one of their own family, and, allowing for the obvious difficulty, 238 (84070) would agree to an autopsy on themselves.
Professional Attitudes and Practice
This section related to professional attitudes or decisions affected by those attitudes. Only the 265 who were in active ICU practice are reported for this section.
The first question related to brain death confirmation. One hundred and eighty-eight of 263 (71.5070) always confirmed brain death with another doctor, irrespective of organ donation.
Two hundred and sixty-one (98.9070) agreed with organ donation. Two hundred and thirty-five (90070) believed their status in their unit was such as to enable them to influence organ donation in their units.
One hundred and eighty-three of 261 (70.1 070) believed that it was their role to request organ donation. Of those 78 who said no, six answered that they would object to another making the request, in that event.
There were no statistical differences in hospital size and situation, unit type and size, age, sex, ICU experience or involvement between these 70.1 070 and those who said it was not their role to request organs.
The next two questions dealt with the question of "rights", i.e. doctor control over patient right to decision making. Unfortunately, the questions, difficult in any case to phrase, were confusing. The two questions were: "Do you believe that it is the responsibility of the doctor to request organ donation -yes/no? or Do you believe that the family should always be allowed to choose -yes/no?" Although respondents were asked to choose one or the other, a response was allowed for each question (see above). Responses have to be viewed with this in mind. One hundred and ninety-three of 265 (72.8070) answered yes to the first. One hundred and twenty-three of this 193, however, felt that the family should also be allowed to choose. Another 66, by responding no to the first question, or by leaving it blank, were clear in that the family should always be allowed to choose. One hundred and eighty-nine of 265 (71.3070) therefore did believe that the family should be allowed to choose. Fifty-two of those who answered "yes" to the first question answered "no" to the next, thus making it clear that they believed that it was their role, alone, to make the decision as to whether patients should be approached. It is possible that most of the above 193 gave their answer to the first question because of the belief that they were in the best position to make a decision as to whether the family should be approached, rather than another member of staff.
Two hundred and thirty-nine of 262 (91.2070) would admit a patient purely for the purpose of confirming brain death and requesting organ donation.
One hundred and eighty-seven of 255 found requesting organ donation unpleasant and/or stressful. Many qualified their responses by emphasising unpleasant rather than stressful.
Only 22 of 262 (8.4070) considered organ donation an unacceptable burden on nursing staff, and 13 of 262 (5070) an unacceptable drain on ICU resources.
Unit! Hospital Practice
Only the 265 who were in active ICU practice are reported for this section.
With foreknowledge of the paucity of statistics about brain death, respondents were asked to state the number of times the diagnosis of brain death was made annually in their unit, and then to say whether this number was accurate or guessed. Eighteen replied as exact, representing 12 hospitals. The average number of brain death diagnoses was 11.9 (SD=12.1) for the whole sample. When the 111 hospitals were examined, and the highest guess (or exact number) was analysed, the mean was 13.6 (SO = 13.5). Numbers ending in 0 or 5 were obvious peaks in the frequency, the most common being 10 (47), 5 (28), 15 (19), 20 (23). There was a remarkable closeness with which the guesses from the same hospitals correlated, indicating, at least, communication with other respondents from the same hospitals.
It is vital to any discussions on brain death that we know who confirms brain death in the leu. Of a total of 254 responses, in 102 it would be two intensivists alone, or one intensivist with another specialist in another 140 cases, i.e. 242 responses included at least one intensivist, for a total of 344 out of 508 individuals. Many respondents referred to the anaesthetist on duty in leU-the assumption had been to classify them as intensivists for the purpose of this study and the totals have been adjusted accordingly. Table 6 shows the distribution. One very illuminating reply, from a small country hospital, was "any consultant I can find". The question "Do you and your junior staff automatically provide fluid and inotrope support for patients who are becoming brain dead?" was so phrased as to inquire how often support was provided without the immediate reminder of organ donation. One hundred and ninety-three of 255 (75.7%) said they did. Two hundred and three of 250 (81.2070) would provide the same support after brain death was confirmed. Both answers were very frequently qualified with the comment~'if going to be an organ donor".
Eighty of 242, from 49 hospitals, said they had a unit policy according to which families should be approached for organ donation. Unit policy was "all families without exception" in 26, "all with agreed exceptions" at 14 and "all with ad hoc exclusions" in 40. If the latter was assumed to be equivalent to no policy at all, that implied that only 40 had a policy in practice. Of the 80 hospitals, 21 were represented by more than one person and in only five of those were the respondents' answers consistent with their colleague(s). Respondents were asked to list their three most common reasons for not asking. See Table 7 . Respondents were asked who usually requests organ donation. Table 8 lists these in order. Although only one choice was requested in the questionnaire, 40 replies listed more than one, 37 of which included the intensivist. One hundred and ninety-nine replies (80% of 249) listed the intensivist as the one asking, and the leU Trainee in another 15-altogether 85.9%. The next most common was the transplant co-ordinator, mostly called by medical staff. Although these are individual responses, in this case there was almost uniform consistency in answers from the same units.
One hundred and eighty-seven of 243 replied that more than one person was present at the time of request for organ donation. Of those 187, 147 were nurses, 69 social workers, 83 clergy, 34 transplant co-ordinators, and nine others.
98.4% of 248 felt that the leU nurses were supportive. Sixty-three per cent of 246 believed that counselling at the time of brain death and request was adequate, and 62.8% that counselling thereafter was adequate.
One hundred and forty-five (56.3% of 252) felt that their numbers of organ donors could not be increased.
Statistical analysis was largely unenlightening. Age, sex, religion, ICU experience, present ICU involvement and hospital situation were compared for those who found donation requests unpleasant versus those who did not, without significant difference being shown. Similarly for those who thought organ donation a burden on ICU staff, and those who would admit a patient purely for organ retrieval versus those who would not. There was no relationship shown between those who think it their role to ask versus those who think otherwise in terms of age, ICU experience and involvement, hospital situation and size, annual admissions and unit type. Directors of ICU and Anaesthesia are, however, significantly more likely than Directors of Intensive Care to think that organ donation is a drain on resources (P=O.013).
DISCUSSION
The overall response rate was gratifying and the ANZICS membership can be congratulated for their professional responsibility. It was reassuring both with regard to the conclusions which could be reached and about the responsibility with which those working in intensive care in Australia and New Zealand regard these issues. Questionnaire envelopes were postpaid on receipt by ACCORD (The Australian Co-ordinating Committee on Organ Registries and Donation) who also bore the mailing costs.
This was later found not workable for New Zealand respondents who still produced a high return rate despite that handicap.
The immediate conclusion from the personal details is that the respondents were a reliable representation of the spectrum of hospitals in both countries, of all major hospitals, and of the breadth and experience of those active in ICU practice.
The overwhelming conclusion derived from the responses to the personal and professional attitudes questions was that intensivists were at ease with the concept of brain death and the methods used to confirm that diagnosis. Examining the variation in the methods used by the respondents to confirm brain death was not considered feasible in the study design. The only applicable question was whether two doctors were used to confirm brain death, irrespective of whether organ donation was envisaged. Brain death certification by two medical practitioners is only required by the law in the event of the latter, but current and preferred practice was considered useful for the purpose of writing guidelines on brain death confirmation. That 71.5070 do confirm with two doctors in all situations is a useful indicator of actual practice.
An attempt was made to estimate the numbers of brain-dead patients as there are no other reliable sources for this information. Most replies were estimates, and the only support for any validity is the consistency of replies from the hospitals represented by more than one respondent. While this may only show an attempt at communication between colleagues it may also imply that the numbers are not completely wild guesses.
The control over patient care exercised by intensivists is evidenced by the frequency with which they confirm brain death. In 242 of 254 responses an intensivist was listed as one of the two doctors certifying brain death. Influence over request for organ donation is clearly under the direction of intensivists: 67.7070 were intensivists and 5.1070 ICU trainees-and therefore under the direction of intensivists. 14.3070 were transplant co-ordinators, but they are clearly notified by intensivists. The 3.4070 who were renal physicians are probably also notified by the intensivists. Neurosurgeons and neurologists feature only twice. This leaves 20 general surgeons or physicians and four others. Intensivists would appear to have the greatest influence over requests for organ donation just over 90070 of the time. The opportunity for the request for organ donation, and therefore the responsibility, lies very clearly in the hands of the intensivists.
That there is no question about the extent of support for organ donation is shown by the personal attitudes responses. The overwhelming majority of intensivists support organ donation and transplantation.
A surprising number had discussed organ donation with their next-of-kin. 58.4070 had written agreement to donate their own organs-a similar percentage to that reported from physicians in Minnesota l • Respondents were not otherwise asked their own decision but whether they would donate from a dependent-the response of 93.7070 was considered to be more reliable. This may then be adjusted for the response regarding autopsy, with 80.5070 accepting it for a dependent, and 84070 for themselves. It would be reasonable to estimate that at least 80070 would agree to donate their own organs. Survey estimates of the Australian public suggest that about 60070 would agree to organ donation. An ACCORD questionnaire survey of the attitudes of staff (largely nurses) in Australian hospitals received 1956 replies and showed that 81070 would agree to donation, 71070 had indicated their wishes to their nextof-kin and 61070 had signed their driver's licences.
The clear and overwhelming personal and professional support for organ donation does not seem consistent with the effective donation rate in Australia-at 12.6070 among the lowest in the Western world It appears that lack of resources is not a significant limitation since only 5070 felt that organ retrieval is an unacceptable drain on resources, and 8.4% that it was an unacceptable burden on nursing staff. On the other hand 98.4% responded that their nurses were supportive, and over-stressed nurses were given as a reason in only five of 403 reasons for not asking. Even the doctors are not too stressed, according to their responses. This was given as a reason for not asking by only nine respondents.
Of great significance in view of the clear control that intensivists have over the opportunity to request organ donation was that only 70% believed that it was their role to request organ donation. This correlates with the 80% of replies indicating that the intensivist was the one who asked in their unit. Most of the remaining 20% would not, in that case, object to another asking for permission. Whether they would actually invite another to request is not known.
The reasons given for not asking provide further insight. It is important to remember that these numbers bear no relation to actual incidents but do represent the proportional influence of factors affecting intensivists. Language (n = 49) and perceived cultural differences (n = 106) totalled 154 out of 403. "Too tragic" (n=48) and "family too distressed" (n=104) occurred 152 times. While language difficulties, especially through inhibiting understanding of brain death, may be an acceptable excuse, cultural differences are less understandable. New Zealand respondents commented consistently on the Maori cultural rejection of organ retrieval. Even if every New Zealand response was counted as such, this still accounts for much less than half. "Cultural" differences are frequently presumed, often through unfamiliarity with the reasons behind demonstrations of grief and anger at the death of a family member. For many cultures failure to show outward signs of grief would be regarded as implying an absence of grief or caring. It is possible that many doctors are dissuaded from requesting through apprehension about aggression in response to the question. Such is assumed, but has not been shown to be true, and might only be when records would show that families with first languages other than English consistently reject organ donation.
Family distress is the second largest influence over decisions not to ask. Intensivists would appear to believe that families already "too distressed" by the tragedy of death of a loved one should not be exposed to further perceived insult. The provocative question may be asked as to why intensivists would believe that their own deaths would not be sufficiently tragic or distressing as to impede the execution of their own wishes.
It is these perceptions of cultural differences, and of degrees of distress, that may lie behind the beliefs of intensivists about whether families should be approached about organ donation. Although the resuits were limited by the questions used, only 71.3% believe the family should always be allowed to choose. It was surprising to find that 52 of 265 would appear to feel that it is only the doctor who has the right to decide whether or not organ donation should be requested. It could be assumed that this is based upon a belief that it is their professional responsibility to decide whether the family should be exposed to further perceived insult. The fact that this practice-based experience may be a reliable indicator of refusal to donate may have some little support in a study of the experiences of families of brain-dead patients. Eight out of the ten who answered this question in the group of 16 who were not asked about organ donation said they did not think they would have donated, had they been asked 3 • Why they were not asked was not necessarily recorded and they may not be representative of the "too distressed" group.
There is no evidence that cultural differences or family distress are cogent or logical reasons for not asking. That subsequent family distress and unresolved grief is unrelated to request for organ donation or organ donation itself was shown by the same study3. Families of brain-dead patients showed no difference between those asked, not asked, consented or refused in extent of distress, adverse experiences or resolution of grief. The fact that the same study showed that nextof-kin will act contrary to their own beliefs to satisfy the known wishes of their relative, and do this despite their own distress, suggests a basic error in our perception of the relation of distress to the question of organ donation.
All of these reasons may bear a relationship to the 24.3070 of respondents who do not automatically provide fluid and inotrope support to patients becoming brain dead, a figure which must be even greater when qualified by so many respondents that support was provided "if organ donation is planned". 18.8% of 250 respondents do not provide it after brain death confirmation with the same qualification. The question was not qualified by the phrase "if organ donation was to occur", as this would encourage responses by conscience, but the second question had been so framed as to imply that organ donation might still be a possibility. As the usual experience is that cardiac standstill is very rapid without support, some of the donors are certainly disappearing at this point. Support for this does come from the results of the New South Wales Organ Retrieval Subcommittee'. The responses do lend support to the probability that potential donors are lost through lack of support before brain death could be confirmed, with an unknown number in whom the request might be avoided through the deceased's failure to meet "medical criteria". In other words, "one could not be blamed for not asking for organ donation if the blood pressure had been 60 mm Hg systolic for the past six hours and there was no longer any urine output". It is of interest that studies in England and Australia do report high request rates when brain death is formally declared 4 • s •
What does not appear to be consistent with any of these results is the 91.2070 who said they would admit a patient purely for the purpose of organ donation. Perhaps the explanation for the discrepancy lies in the fact that the question was understood to mean that referral would probably have been made with organ donation planned, probably requested and organized by others, with a compliant and supportive family. Many intensivists (personal observation) reacted adversely to the study protocol, in which potential donors with severe brain injury in whom prior consent was arranged were resuscitated on cardiac arrest in the wards and then transferred to become brain dead in ICV". Perhaps, given social acceptability for such a protocol, and provided that consent was already arranged and the transplant co-ordinator involved, such admissions would not necessarily be rejected. With the nearly one-third who do not consider requesting donation as their responsibility, and the three-quarters who found requesting donation unpleasant, it may well be that the actual arranging of consent is significant in considering the low rates of organ donation in Australia.
It was some surprise to note that so many respondents believed that counselling at the time of brain death, and after, was adequate (63%). The family study previously referred to suggests that figure is optimistic'.
Is it possible to improve donation rates through hospital or unit policy? The responses were revealing in that even when respondents believed that they had a policy, it was actually a non-policy or inconsistently applied.
Can individual intensivists affect donation rates? Although 56.3% felt that their organ donation rates could not be improved, 90% felt that they were in a position to influence practice in their own units. The study by Hibberd et aF showed that not all losses occurred within the ICV, and that the primary decision maker was as often not the intensivist. Intensivists should, however, be aware that individual leadership, and the enthusiasm involved, can make a significant difference in donation rates, and that some influence on the neurosurgeons and neurologists can be effected through the approach of the intensivists.
